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Method and Technique of Life Events Research in 
Depression and Anxiety 
T.I. Oei 
Methodological aspects still have a decisive impact on the putative etiological role of life events in 
clinical research. Questions of a diagnostic nature also serve to complicate this kind of research still 
further, in this present review in particular, when it deals with depression and/or anxiety. The 
relationship between life events and disturbed behavior also depends on additional variables, such 
as personality factors and social support. It is for this reason that detailed specification of the 
concepts used in life events research would seem to be necessary. And finally-when more than 
two variables are present-the simultaneous application of a number of statistical models is worthy 
of recommendation. 
o 1988 by Grune & Stratton, Inc. 
P AYKEL ET AL.‘S’ pioneer work has provided empirical evidence for the fact that life events (events which affect an individual’s life to a significant degree) 
are important in the development of depression. Or to put it more bluntly: life events 
can, in fact, actually provoke depressions.2 The real meaning of “life-changing” 
events for an individual, such as the death of a loved one and the ensuing process of 
mourning, was postulated by Freud as long ago as 1917 and has since become 
clinically accepted. Although Freud3 spoke of melancholia, it is assumed that he 
was, in fact, primarily concerned with a disturbed mourning process resulting, in 
consequence, in a clinical depression. 
In this review, we will discuss method and technique for life events research, 
insofar as they are relevant for the clinical researcher. Various aspects will be 
illustrated on the basis of studies already carried out in the field of depression and 
anxiety symptoms. Because the area we are dealing with is so comprehensive, we 
have restricted ourselves to those aspects we feel to be the most important. 
THE OPERATIONALIZATION OF LIFE EVENTS 
Life events were first subjected to systematic operationalization by Holmes and 
Rahe.4 They based their method on the concept of change, for them one of the most 
significant aspects of life events. Moving creates a change in people’s feelings of 
where they belong and their relationship to those around them (neighbors, trades- 
persons, family, colleagues, etc.). The level of adaptation received their primary 
attention. How quickly does one come to terms with changes in one’s life pattern? 
How flexible is one’s mental attitude towards one’s environment? 
Paykel’s group,‘,’ extended Holmes and Rahe’s Readjustment Schedule by 
including divisions covering different kinds of life events. They made a distinction 
not only between desired and undesired life events, but also laid special emphasis on 
From the Department of Ambulatory and Social Psychiatry, Academic Hospital, Vtrecht. The 
Netherlands, 
Address reprint requests to T.I. Oei, M.D., Ph.D., F.C.C.P., Senior Lecturer, Department of 
Ambulatory and Social Psychiatry. Academic Hospital, Catharijnesingel 101, 3511 GV Vtrecht, The 
Netherlands. 
0 1988 by Grune & Stratton, Inc. 
0010-440X/2906-0006$03.00/0 
566 Comprehensive Psychiatry, Vol. 29, No. 6 (November/December), 1988: pp 566-574 
METHOD IN LIFE EVENTS RESEARCH 567 
exits (those events involving a loss of one’s social environment, e.g., following the 
death of a partner) and entrances (events which add positively to one’s social 
environment, e.g., the birth of a child in the family). In addition, Paykel et a1.,6 
introduced the concept of impact-how intensely is a person’s life influenced by life 
events? They subdivided this element into subjective impact (influential life events 
as reported by the patient) and objective impact (how the “average” person 
experiences particular life events), and was in this way able to answer the need for a 
contextual aspect of life events. Life events do not occur in a vacuum. They are most 
often the products of action-reaction and interaction, and are restricted in time. If 
we take, for instance, the death of a respondent’s partner as a result of a brain 
tumor, we see that at Time I (TI) the existence of the tumor becomes manifest in the 
form, for instance, of headaches, nausea and vomitting, etc. From the moment the 
diagnosis is known until the actual and unavoidable separation (TII), the respon- 
dent has to live through a period of deep uncertainty. Brown’s group7,’ called this 
threatening process contextual threat. Paykel’s objective negative impact was really 
a modification of Brown’s contextual threat. In the absence of further clarification 
and application, in practice, of concepts such as impact and contextual threat, the 
level at which life events are actually experienced will remain insufficiently 
understood. 
MEASURING LIFE EVENTS 
Holmes and Rahe4 use a method of assessing life events according to “weight” 
(e.g., the loss of the spouse 100, marriage 50). The more a person is subjected to 
“heavy-weight” life events, the greater the chance of their developing at a later 
stage some form of behavioral disturbance. The list was intended for self-reporting. 
Researchers have tended for some time now to direct their efforts to the systematic 
recollection of life events.9S” And the question has usually been: what is the most 
appropriate method for research purposes, the questionnaire or the interview? 
Other researchers have shown a strong preference for the questionnaire. This, they 
felt, offered more capacity for the respondent because he or she is free to determine 
what is important and what is not. There is no external control and no extra pressure 
from outside, in preparing as accurate an answer as possible to the questions asked. 
The questionnaire also has the advantage of being completed in the trusted and 
relaxed atmosphere of the home situation, and the chances of being influenced by a 
third party, therefore, are kept to a minimum. On the whole, the time needed for 
self-reporting is significantly shorter than for the interview method.” Although the 
respondent is requested to complete the questionnaire in full, the possibility remains 
that he or she may make his or her own variation by “ignoring” or “forgetting” 
items of “too personal” a nature. In connection with the tendency to understand 
certain events from the personal situation, the reporting can also lead to false- 
positive scores, in addition to a tendency to report more events than have actually 
occurred, i.e., “effort after meaning.“13 An extra hazard is the frequent occurrence 
of a “memory narrowing,” i.e., patients “remember” events as having taken place at 
a time closer to the onset of the illness than was in fact the case (“telescope 
effect”14). 
Therefore, there is all the more reason when the questionnaire technique is used, 
for the researcher to take the time-after the written reporting procedure-to go 
through all the questions in detail with each respondent.‘2V’5*‘6 The chance that 
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events can often be more the cause than the effect of the disorder under investiga- 
tion (e.g., dismissal from one’s work because of depression, instead of vice versa) has 
led to the conviction that the interview method, seen as a whole, is more “sensitive” 
than the questionnaire. ‘J~J~J’J~ The interview possesses an extra safeguard in that 
in addition to, albeit carefully formulated, written questions, the researcher, in his 
or her quest for greater accuracy, can “probe” further by reformulating and 
retiming the questions to which the answers are still unclear. Zimmerman advises 
researchers who “collect life event information by interview rather than paper and 
pencil self-report inventories, [that] they must be careful to expose both the controls 
and the patients to the same type of intensive and probing format.“” The interview 
technique in the so-called semistructured form, is also to be recommended above the 
totally standardized interview because it guarantees more precise reporting.20 
WHAT IS THE RESEARCHER’S THEORETICAL STARTING POINT? 
Life events and disturbed behavior do not solely interact, but are always 
influenced, in one way or another, by additional variables, such as “social support.” 
This conviction resulted in the formulation of at least four working hypotheses.2’ 
The Vulnerability Hypothesis 
The additional variable increases the psychological distress when life-stress is also 
present, but has, on the other hand, no effect at all when life-stress is absent. 
The Mutual Potentiation Hypothesis 
The additional variable increases the level of psychological distress only when 
combined with a high degree of life-stress. When one of these two factors-either 
the additional variable or the life-stress-is of such minor significance in a 
individual’s life situation, then the psychological distress will also remain at a low 
level. 
The Independent Causes Hypothesis 
The extent to which the additional variable increases the level of psychological 
distress is quite independent of the degree of life-stress. 
The Synergism Hypothesis 
The additional variable and life-stress, each representing independently a partic- 
ular psychological distress, and whilst interlinked they exercise a disproportionate 
influence on the growing level of psychological distress. 
Katschnig” has suggested a taxonomy of four different measurement levels to 
determine the stressfulness of a single life event within a hierarchical relationship: 
Level 1: All life events are regarded as being equally stressful. 
Level 2: Different weights are given to different types of life events. 
Level 3: The context of the event must be taken into account. 
Level 4: Subjectively experienced life-stress. 
In principle, every researcher can combine one of the work hypotheses mentioned 
above (Cooke) with one or more of the levels suggested by Katschnig. Brown and 
Harris,’ for instance, have used the vulnerability hypothesis in their studies and 
have based their life events reporting primarily on Katschnig’s third and fourth 
levels. Andrews et a1.,22-24 on the other hand, have developed a scale according to 
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which a different weight is allotted to each different type of life event (Katschnig’s 
second level), whilst basing their interpretations principally on Cooke’s independent 
causes hypothesis. 
A NUMBER OF PRACTICAL PROBLEMS IN LIFE EVENTS RESEARCH 
IN CASES OF DEPRESSION AND ANXIETY DISORDERS 
Payke125 suggests quite rightly that researchers often by-pass the definition of 
what a “life event” really is. He describes a life event as “a discrete change in the 
subject’s social or personal environment.” He means, in this context, a change 
explicitly verifiable by the world outside and includes in this the physical sickness 
which can be subjected to objectivity and can also initiate changes in both the social 
milieu and in the individual’s own life pattern. 
One of the hazards of life events research in cases of depression, concerns the 
diagnostic aspect. The problem can roughly be divided into two areas: 
I. The Contamination of Life Event Scales by the Use of Symptom-Like Items 
(i.e., “Change in Eating Habits”) 
The Schedule of Recent Experience (SRE) compiled by Holmes and Rahe,4 in 
particular, has been the target of considerable criticism. Hudgens,26 for instance, 
was able to identify 29 out of the 43 items on the Holmes and Rahe scale as being 
symptoms rather than causes of the disorder. This means that the use of the SRE 
blocks the way to attributing any kind of etiological significance to life events. 
2. The Actual Diagnostics 
The introduction of depression scales directed towards recognizing depressive 
behavior, has not in any way silenced the ongoing debates over the actual onset of 
depression. Although it was originally thought that a dichotomy existed between 
“endogenous” and “reactive” depression, 27 later work leant more towards the idea 
of various forms of one kind of depression. 28,29 Some workers even suggested three or 
four subgroups of depression. 3073’ The ICD-932 and the DSM-II133 and the DMS- 
III-R,34 respectively, each base their classifications on the classical depression 
dichotomy. From the practical point of view, one might well ask: what exactly is the 
difference between patients with clinically diagnosed types of depression and people 
everywhere in society showing depressive symptoms (“emotional distress”) without 
ever being referred to a specialist? This has partly to do with whether or not a 
General Practitioner (GP) readily refers his or her patients to hospital specialists, 
What in one area is considered treatable by one’s own GP (sometimes not even being 
called depression), is in another area regarded as worthy of referral to a psychiatric 
outpatient department.35 A number of studies 36V39 have suggested that depressives, 
treated by GP’s, as a whole have milder, shorter illnesses than psychiatric samples, 
with depression less endogenous in symptom pattern and more related to recent 
situational-stress. 
Brown et a1.@v4’ suggest that the chance in a particular area of more depressed 
patients registering for outpatient psychiatric treatment, is largely dependent on the 
manner in which people present their symptoms. Brown attempts hereby to 
underline the multi-causal onset of depressive behavior. Bebbington,‘5*42 however, 
using the same (multi-casual) model as his starting point, sees more likelihood of a 
combination of biological and psychosocial factors as being the cause of depression. 
570 T.I. OEI 
He also feels that the essential conditions for distinguishing between distress and 
depression lie primarily in either the symptomatic, or causal (including psychoso- 
cial) factors. It is important to bear in mind, of course, that a different group of 
symptoms separates (clinical) depression from emotional distress. Of vital impor- 
tance for life-events research as an etiological paradigm, is the relationship between 
distress and/or depression with a psychosocial background. 
In the case of anxiety disturbances, the amount of (life events) research has been 
almost negligible and the reasons must be sought principally in the area of 
diagnostics. Anxiety is an important human phenomenon, and its presence is 
regularly felt in the symptom complex common to depressions. Payke13’ speaks of an 
anxious-depressive subtype. Others, such as Roth et a1.,43 typify anxiety as a 
separate syndrome. Finlay-Jones et a1.44 also make a distinction between anxiety as 
an isolated entity and cases in which anxiety and depression are combined (or 
separate) in one person. Finlay-Jones and Brown4’ presented evidence for the need 
to distinguish between depression and anxiety, also from the point of view of 
experienced life-events: it became apparent, for instance, that severe loss was a 
causal factor of the onset of a depression, while serious danger proved capable of 
provoking anxiety disturbances. In the case of the combination depression/anxiety, 
the chance is high that patients will report both severe loss and serious danger. 
Roy-Byrne et a1.46 came to the same conclusion and their preliminary data suggest 
that the occurrence of a major loss (e.g., death of a loved one) in patients with panic 
disorder may confer an increased risk for a subsequent “secondary” depression. 
Faravelli4’ found a relationship between life events and the onset of (DSM-III) 
panic disorder. Special loss events and threatening events play an undoubted role as 
symptom provokers. 
Clearly, there is a great deal of uncharted territory in the field of life-events 
research with patients trying to cope with various forms of depression and anxiety, 
and for whom controlled scientific study is still lacking. One of the problems is, how 
can we apply the distinction depression/anxiety and for which purpose? Grayson et 
al *, 48 for example, established that anxiety and depression are very probably distinct 
and substantially correlated illnesses. But notwithstanding this view, they support 
like Barlow et a1.,49 the idea that, for etiological research, the illnesses could 
probably be better measured dimensionally than by imposing hierarchical dichot- 
omies. However, although ID-Catego, So Bedford College,U and DSM-III, emerge as 
reliable indicators of psychiatric disorder, with anxiety, the construct validity is 
suspect with DSM-III and ID-Catego.48 
The main obstacles (in life-events research) lie at present not only in the area of 
diagnostics but more especially in the field of methodology. On which disorder are 
we going to concentrate and with which life-event instrument are we tending to 
study which period of time? This latter aspect often gives rise to misunderstandings 
and errors. Two of the most burning issues are: 
1. The index period over which life events have to be retraced could be as short as 
6 to 12 months before the onset of the disorder (i.e., mostly depression) but certainly 
not longer than 2 years. This takes account of the 3% per month average “fall-off” 
in the ability to reca11.25 
2. The degree of “independence” inherent in any given event.’ This points to the 
fact that an event can have two aspects, as often becomes apparent in the course of 
the researcher’s “probing” of the respondent for more detail: it can, on the one hand, 
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be the cause of a disorder (“independent”) and, on the other hand, can also be the 
effect of a disorder (“dependent”). 
Loss of employment because the company has gone bankrupt is a very different 
experience from that of being dismissed following a long period of sick-leave and 
inability to function adequately (e.g., because of chronic depression). 
SOME SUGGESTIONS FOR FUTURE STUDY 
IN LIFE EVENTS RESEARCH 
We would like finally to propose two essential topics for possible future research 
in the field of life-events. 
The first topic concerns the statistical analysis of the data. A long time has passed 
since life-events research concentrated solely on the direct relationship between 
life-event(s) and disorder. The field is, of course, much wider and everyone 
understands the complexity of the problem. We will always have to concern 
ourselves with the interaction between certain variables-whether or not they affect 
the respondent personally in sociodemographic terms or from the point of view of 
social support-and one (or more) “protagonists” in the association between 
life-events and disturbed behavior. One of the main problems is the (possible) 
interaction between the “provoking agent” and the “vulnerability factor.” Brown 
and Harris’ have shown that women, on the basis of a vulnerability factor (death of 
the mother before the age of 11 years, three or more children in the family all under 
14 years of age, longstanding unemployment, the absence of a permanent relation- 
ship), run the risk of becoming depressive in the aftermath of some form of severe 
event (“provoking agent” or “major difficulty”). For Tennant and Bebbington5’ 
however, the chain is more complicated: if “stress” is presumed to be a provoking 
agent or a vulnerability factor, then it must also be assumed that a higher risk of 
developing depression is inherent in each separate variable. They substantiate their 
view by applying the log-linear statistics, in contrast to the additive model used by 
Brown and Harris* who came to the conclusion that the Tennant and Bebbington 
method was not really relevant. 52p53 Brown54 takes the view that variables as a whole 
(provoking agent, major difficulty, vulnerability factor) are not hierarchically 
connected, because it is not yet clear how and in what way the factors mentioned can 
be regarded as potentially depressogenic. For the time being, therefore, they will 
have to be approached in isolation from each other. Everitt and Smith,55 when 
discussing these matters, concluded that it would probably be better to apply several 
methods of data analysis simultaneously. 
The second topic concerns the adequate analysis of research data with regard to: 
(a) the totality of the concepts applied; and (b) the specificity of the accepted 
concepts. 
In one of Harris and Brown’?’ most interesting articles, scientific information of 
a high caliber is presented in an effort to show how ambiguities in the reporting of 
research data can lead to serious misunderstandings. One of the examples given 
concerns the loss of a parent in childhood; loss can be interpreted as “death” or 
“permanent or temporary separation.” Total application of this concept would seem 
to be important and “it would have been helpful if these [trends in each subgroup] 
had been given, as well as the aggregated figures.“56 
The concept of social support can have several meanings and includes structural 
and functional aspects.” Membership in a hobby club is a fact quite different from 
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the capacity to be self-asserting. The perception of social support is also open to 
individual interpretation. ‘* Not everyone feels helped because the neighbor makes 
no noise. It appears from a study carried out by Brown and Bifu1co,59 that if a 
woman is married, but is deprived of any form of intimate contact with her husband, 
every other form of support, however intensive in itself, can provide only partial 
compensation for what the marriage lacks. Intimacy, it seems, belongs to the 
vulnerability factor.” 
In conclusion, we see that life-events research has progressed from the inventar- 
isation level4 to the connection-perspective level. M*’ At this level, concepts bearing a 
contextual meaning, such as “impact,” “contextual threat,” “desired,” “unde- 
sired,” “ independent,” and “dependent,” have the upper hand. The relationship 
between life events and disturbed behavior is complicated furthermore by the 
presence of additional variables, such as personality attributes and social support. 
There is an urgent need for the concepts in their totality, as well as their specificity, 
to be clarified. There is still a long way to go before the diagnostic aspects of 
depression and anxiety disorders have been fully investigated and understood. The 
(simultaneous) application of several statistical models-in the presence of distribu- 
tions of at least three variables-is perhaps worthy of serious consideration. In this 
way, we might ultimately hope to obtain concrete corroboration for the scientific 
validity of our methodology. 
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